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Abstract  
 
 
This paper examined factors associated with increased maternal mortality in Kenya, and 
included the well-documented “ Four Levels of Delay”. This paper delved into policy findings 
implemented by the government of Kenya that have been ineffective in addressing these levels 
of delay. The effects of these ineffective policies have produced the occurrence of a debilitated 
Kenyan healthcare system that is incapable of effectively combating the delays on maternal 
mortality. The 2016-2017 national health worker strikes have only further produced a state of 
crisis in the Kenyan healthcare system. 
Key findings were that the first level of delay, including the failure to recognize danger 
signs and the delay in seeking care, had the highest contribution to death in the Central Region 
of Kenya at 67%. Additionally, the second and third levels of delay contributed to maternal 
mortality at a contribution of 24% and 31% respectively. Subsequently, policy 
recommendations were identified as a means to potentially remedy this crisis. These 
recommendations included a focus on developing a government body solely focused on health 
care delivery policy as well as policy targeted at supporting the Kenyan MOH 2014-2030 Policy 
and an innovative policy in restructuring resources towards primary care facilities. Limitations 
of these recommendations included the lack of literature on the recent occurrence of the national 
health worker strikes in relation to the time this papers literature review was conducted, the lack 
of primary sources within the literature review, and the assumption that the Kenyan government 
would increase funding of the annual budget towards the health sector. 
 Finally, a leadership stance was proposed for Kenyan national leaders. This stance 
included the recommendations for leaders to embrace learning from other developing countries 
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approaches, to collaborate with private and community sectors as well, and to prioritize 
promoting allocation of resources towards public health finance including how best seek 
improvements in this area. Overall, this paper contributed to the literature in assessing the 
current state of the Kenyan healthcare system and proposed needed policy and leadership 
recommendations as a means to address the issue of various delays on maternal mortality in 
Kenya.  
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Introduction 
 
 In 2000, the United Nations General Assembly (UN) recognized the high prevalence of 
global maternal mortality as a global public health crisis. In response, The UN set the target 
Millennium Development Goal 5A (MDG 5A), which had the goal to reduce by three quarters 
the maternal mortality ratio (MMR) between 1990 and 2015 (World Health Organization, 
2015). Yet even after the expiration of the target MDG 5A in 2015, there are still hundreds of 
thousands of women dying from childbirth and pregnancy-related causes each year in 
developing countries. Sub-Saharan Africa alone accounted for roughly 66% of the 302,000 
global maternal deaths worldwide in 2015. Kenya specifically is estimated to have a very high 
MMR in 2015 of 510 deaths per 100,000 live births (WHO, UNICEF, World Bank Group and 
the United Nations Population Division, 2015).  
In developing countries, complications that arise during pregnancy and childbirth are 
considered to be a leading cause of mortality and morbidity of women of reproductive age 
(World Health Organization, 2017). The majority of obstetric complications could be prevented 
if pregnant women had access to a skilled attendant at birth (SAB) during childbirth. Therefore, 
the proportion of births attended by a skilled health professional has become a common way of 
measuring maternal mortality trends. In sub-Saharan Africa, where maternal mortality is the 
highest globally, the estimated proportion of all live births that were delivered by a skilled 
health professional was only at 50% in 2016 (World Health Organization [WHO], 2017). This is 
in stark contrast to other World Health Organization (WHO) regions, where the coverage of a 
SAB increased from 61% to 78% between the years of 2000 to 2016 or where the coverage of 
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all births attended by skilled health professionals in WHO regions composed of developed 
countries was up to 99% (WHO, 2017). 
On January 1, 2016, the UN officially established the 17 Sustainable Development Goals 
(SDG) of the 2030 Agenda for Sustainable Development. Specifically, SDG 3.1 is the target 
goal to reduce the global MMR to less than 70 deaths per 100,000 live births (United Nations, 
2017). Yet the post-2015 SDGs will be impossible to achieve without ensuring that SAB’s will 
be able to provide surgical, anesthesia, and obstetric (SAO) care that is accessible, safe, timely, 
and affordable. Meara et al. (2015), found that countries with increased densities of SAO 
providers per 100,000 population have improved maternal survival. Furthermore, maternal 
mortality decreases by 13.1% for each 10-unit increase in the density of SAO’s. The Lancet 
Commission found that a surgical workforce density of less than 20 per 100,000 SAO’s 
correlated with much lower rates of maternal survival (Meara et al., 2015). Globally, the regions 
with the greatest unmet need for a surgical workforce per 100,000 population were Central, 
Eastern, and Western sub-Saharan Africa. The maldistribution of the SAO workforce is evident 
in that only 12% of the SAO workforce practice in Africa and Southeast Asia, where a third of 
the world’s population lives (Meara et al., 2015).  
 
    The Kenyan Healthcare System  
 
 Since the focus of this paper is on maternal mortality in Kenya, the literature review 
explored research documenting the evolution of the Kenyan healthcare system from the 
inception of Kenya as an independent country to its present state in 2017. This information was 
garnered in order to gain an insight as to what policy or lack thereof has been created and 
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implemented in Kenya has contributed to the consistently high prevalence of maternal mortality 
in Kenya. Kenya gained independence from Britain in 1963 and the focus of the Government of 
Kenya’s (GOK) agenda at that time was to ensure free healthcare for all of its citizens. The 
GOK officially took away user fees in public clinics in 1965 (Netherlands Enterprise Agency, 
2016). By 1970, the Ministry of Health (MOH) in Kenya officially nationalized the healthcare 
system and implemented policy that eradicated user fees in public health facilities. Yet only 
three years later, the poor state of the Kenyan economy prompted public facilities to start 
charging user fees and in 1989 the MOH officially reinstated user fees (Netherlands Enterprise 
Agency, 2016).  
In 1994 and 2005 respectively, the GOK implemented two separate policies entitled the 
National Health Sector Strategic Plan (NHSSP) and the National Health Sector Strategic Plan II 
(NHSSP II) both aimed at the devolvement of the Kenyan National Healthcare System 
(Netherlands Enterprise Agency, 2016). Under the framework of these policies, the National 
Healthcare System of Kenya developed different structural levels. These levels range from local 
community-based centers to basic health centers that offer basic obstetric care to the referral 
hospitals that offer more comprehensive obstetric and maternal health care. The district health 
system predominantly involves development programs and community involvement in primary 
health. The next level has linkages of transport and communication between health facilities and 
communities in order to increase the breadth of health services provided. The third and final 
structural level of the Kenyan National Healthcare System involves the actual provision of 
services to patients at a health facility (Netherlands Enterprise Agency, 2016).   
When the new Kenyan Constitution was enforced in 2013, policy changes included the 
shift of the power structure within the National Healthcare System from a national level to a 
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county level. The goal of the new Constitution was to bring more decision power to the local 
health facilities. Yet, the devolved system also increased budget cuts to public health facilities, 
which brought about an array of problems. Currently, more than half of Kenyan healthcare 
facilities are understaffed and lack infrastructure and equipment in relation to current standards. 
Most of the medical equipment in the public health facilities is more than twenty years old 
(Netherlands Enterprise Agency, 2016). 
The GOK, seeking to address this issue in 2013, established the Managed Equipment 
Services (MES) project that had the goal to establish a fully equipped level four and five 
hospital in each of Kenya’s 47 counties. Yet only around a third of these counties have been 
given hospitals with sufficient equipment for dialysis, emergency, maternal and child health, 
surgery, and critical care with rural counties suffering the worst. The majority of facilities in 
rural settings have yet to be supplied with the equipment promised in the policy that 
implemented the MES project. The disparity between the urban versus rural facilities is 
particularly alarming because around 75% of Kenyans live in rural settings (Netherlands 
Enterprise Agency, 2016).  Even after the implementation of policy such as NHSSP and NHSSP 
II as well the policy that allowed for the implementation of MES, it is clear that one major 
problem in the Kenyan National Healthcare System is its dilapidated infrastructure regarding 
health facilities and health equipment. To better understand why the infrastructure is so poor, 
there must be examination behind the GOK’s funding for the health sector in general which is 
essential for the effective implementation of MOH policy to realistically occur.  
Through further literature review, it is clear the lack of health care resources in Kenyan 
facilities is linked to the lack of funding the government provides to Kenya’s health sector. The 
Abuja declaration of 2001 states that African governments including the GOK, need to allocate 
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a minimum of 15 percent of their annual budget to their respective health sectors (World Health 
Organization, 2010). Over the time frame before and after the GOK implemented the new 
Constitution in 2013, the government’s annual budget has allocated less than 4% on financing 
the healthcare sector. Kenya is a country that has made insufficient progress in health outcomes 
and health spending since 2001 in the African Union countries since the start of the Abuja 
Declaration (World Health Organization, 2010). An overall lack of policy and initiative in 
funding the health sector is a problem that has severely impeded the ability of the National 
Health System in Kenya to effectively implement policy that could curb maternal mortality 
rates. Although Kenya’s National Healthcare System has consistently been suffocated with lack 
of funds, the private sector has been steadily growing over the last twenty years. 
The lack of quality public health services due to lack of government funding, the 
reinstatement of user fees in public facilities, and policy change that allowed for private 
organizations to enter the Kenyan marketplace led to the growth of the private health sector in 
Kenya. The Kenyan private healthcare sector currently consists of for-profit facilities and faith-
based hospitals or non-governmental organizations (NGO). The different kinds of private health 
sector healthcare providers include providers in clinics, nursing homes, diagnostic centers, 
hospitals, and academic medical centers (Barnes, O’Hanlon, Feeley III, McKeon, Gitonga, & 
Decker, 2010). Overall the private sector owns and manages close to two-thirds of Kenya’s 
health facilities and is the largest employer of healthcare providers in Kenya. It is estimated that 
close to 50% of the poorest quintile of Kenyans at some point must seek care in the private 
sector for their healthcare needs because of the poor conditions found in public facilities and the 
proportion of Kenyans attending private sector facilities only increases by higher socioeconomic 
status (Barnes, O’Hanlon, Feeley III, McKeon, Gitonga, & Decker, 2010). These statistics 
11 
support a need for policy change since they indicate a lack of capacity within the Kenyan 
healthcare system to provide healthcare for the 46 million people who live in Kenya, most of 
whom cannot afford to continually seek care from the private facilities and often do not have 
access to the overcrowded faith-based or NGO hospitals (Okech, 2017).  
In recent years, as a result of the great increase in the private health sector, the Kenyan 
government has formed private public partnerships (PPP) with the private sector such as the 
Linda Mama program and the “Beyond Zero” campaign seeking to address this issue of major 
gaps in capacity (Okech, 2017).  The Linda Mama Program, a PPP between the Kenyan 
government and the National Hospital Insurance Fund (NHIF), was created in order to take 
away user fees for primary health care facilities and maternal health care services. Yet the 
policy and implementation of the Linda Mama Program did not fulfill its goals. Although some 
strides were made towards reducing maternal mortality, statistics from the Kenyan MOH still 
reveal that nearly 14 women die per day from pregnancy-related causes including severe 
bleeding, infection, hypertensive disorders, and obstructed labor (Okech, 2017).  
Delays in the disbursement, reimbursement and allocation of funds to Kenyan counties 
have caused patients to still have to pay for services in many cases. The MOH did not pay the 
total of 14 million USD in the 2015 year that it had committed to pay for the financing of the 
Linda Mama Program (Okech, 2017). This has led to medical facilities where there have been 
constant drug stock outs as well as poor maintenance of medical equipment, both of which are 
necessary to provide comprehensive primary and maternal health care. The “Beyond Zero” 
campaign targeted at increasing health outcomes for expectant mothers has also lacked the 
necessary policy support to ensure sustainability. The GOK identified the NHIF, as the 
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organization that would help ensure technical and operational policies would be set in place, yet 
many of these policies have not been implemented (Okech, 2017).  
Even through PPP’s the GOK has tried to increase comprehensive maternal services, a 
lack of follow through in funding and a lack of operational policy supporting the primary policy 
has stifled the well-meaning efforts to address poor maternal health outcomes. Looking forward, 
there is need in particular for operational policy supporting the Kenya Health Policy 2014-2030. 
This policy was designed to promote the right to health as proposed in the Constitution of 
Kenya in 2010 and to promote economic development as proposed in Vision 2030 (Kenya 
Ministry of Health, 2014). The policy goal is “to attain the highest possible standard of health in 
a responsive manner.” The eight policy objectives include the elimination of communicable 
conditions, the reverse of the rising burden of non-communicable conditions including mental 
disorders, the reduction of the burden of violence and injuries, the provision of essential 
healthcare, the minimization of exposure to health risk factors, and the strengthening of 
collaboration with private health sectors (Kenya Ministry of Health, 2014).  
 
Healthcare Worker Inequities 
 
There has additionally been a lack of policy in Kenya directed towards the recruitment, 
retention, training, promotion, issue of delayed salaries, opportunities for continuous medical 
education, and remuneration for government health care workers. The lack of policy change, 
even since the new constitution in 2013, to promote good working conditions and incentivize 
health care workers to stay in public practice has caused a majority of doctors and nurses to 
leave for private practice or for work in foreign countries. An estimated 5,000 Kenyan doctors 
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have emigrated because of poor pay and lack of acceptable work environments. Additionally, 
3,000 doctors have left the public health sector and moved to other health sectors (Okech, 
2017). Overall, the WHO has marked Kenya as a country with a critical shortage of healthcare 
workers. Kenya only has one doctor per ten thousand people and one nurse per six hundred fifty 
people which falls well below the WHO recommendation of one doctor per one-thousand 
people and one nurse per two-hundred eighty people. Furthermore, Kenya is below the WHO 
minimum threshold of 23 SAB workers per population of 10,000 needed for the delivery of 
basic child and maternal health services at a mere 13 SAB workers per 10,000 people (Okech, 
2017). In total, the WHO estimates that this accounts for a shortage of 83,000 doctors for the 46 
million Kenyans. Furthermore, this shortage of health professionals in health facilities 
disproportionately affects rural counties where under-staffing levels are between fifty and eighty 
percent (Okech, 2017).  The general lack of effective policy in this area targeted towards 
national health care workers is deeply concerning because without an adequate work force there 
is no indication the critically poor MMR will change for the better. The lack of policy seeking to 
remedy these issues related to the Kenyan national health workers has been posed as central 
reason for the recurrent strikes seen within Kenya between 2012 through 2017.  
 
Maternal Morality- Examples of the Four Delays in Kenya 
 
There are four different kinds of delay in accessing health care that have been shown to 
be root causes of maternal mortality in Africa. The “Four Levels of Delay” model is advocated 
by the Regional Prevention of Maternal Mortality Network and has been increasing in use as a 
tool in Africa over the last two decades (Soc Sci Med, 1995). Specifically, a study conducted in 
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Eritrea used the “Four Levels of Delay” approach to analyze the causes of maternal mortality 
and determine how much each level of delay contributed to maternal death. The metric used in 
the study analyzed each level of delay as one of the contributing factors so a person could have 
more than one of the levels of delay contributing to their death. The study found that delay one, 
which is the failure or delay in recognition of danger signs, contributed to 33 percent of 
maternal deaths (Rogo, Oucho, & Mwalali, 2006). Delay two, which is the delay in deciding to 
seek care, contributed to 40 percent of maternal deaths. Delay three is the delay in reaching 
appropriate care and it contributed to 19 percent of maternal deaths. Delay four is the delay in 
receiving appropriate care at the facility where medical or surgical intervention was needed and 
it accounted for the largest amount at 52 percent of maternal deaths (Rogo, Oucho, & Mwalali, 
2006).  
Additionally a case study done in Tanzania revealed similar findings to the maternal 
mortality review done in Eritrea (Urassa, Massawe, Lindmark, & Nystrom, 1997). The study 
revealed that a large proportion of women die because of delay one: the failure to recognize 
danger signs, delay two: the delay in decision making at home to seek out care, delay three: the 
delay in transport or the ability to reach a medical facility, and delay four: the delay in receiving 
appropriate care if the women make it alive to a health facility. These studies, confirm that the 
reduction of high maternal mortality requires a focus on each level of delay through the creation 
of an effective system providing SAO care (Urassa, Massawe, Lindmark, & Nystrom, 1997).  
The literature review conducted for this paper examined the effects the underfinanced 
and dysfunctional Kenyan health system has had on the four levels of delay. These findings are 
essential because they reveal the consequences of not prioritizing funding for the health sector 
and reveal what operational policies seeking to prevent delay may be in need of reform or are 
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completely lacking in each of the levels of delay. Although the literature review did not contain 
studies that assessed the country as a whole, a majority of the studies assessed different regions 
of Kenya for the levels of delay and the compilation of these studies give a holistic analysis of 
the entire country of Kenya. A study focused on maternal mortality trends in the Central Region 
of Kenya paired the first cause of delay, the failure to recognize danger signs, with the second 
cause of delay, the delay in seeking medical help, together in its analysis because the two delays 
are often highly interrelated in Kenya. For the purpose of this paper, the two delays of failure to 
recognize danger signs and the delay in seeking help will be analyzed together as ‘delay one’ for 
this reasoning. Therefore, ‘delay two’ will then be defined as the delay in transport to a facility 
and ‘delay three’ will be defined as the delay in receiving appropriate treatment at the health 
facility (Muchemi, Gichogo, Mungai, & Roka, 2016).  
Within the Central Region of Kenya, the first level of delay had the highest contribution 
to maternal death at 67%. This included the delay in seeking help at 12%, the ignorance of 
available services at 10%, the failure to recognize danger signs at 10%, and general poverty as a 
delay factor in ability to seek help at 4% (Muchemi, Gichogo, Mungai, & Roka, 2016). The 
second level of delay, the lack of transport from home to the health facility, amounted to the 
least contributing factor of maternal death at 24%.  The third delay contributed to 31% of 
maternal deaths with specific delays at the health facility that included a lack of blood 
transfusion at a contribution of 5%, a lack of clinical expertise and skills at a total contribution 
of 3%, and a lack of medical equipment at a contribution of 2% (Muchemi, Gichogo, Mungai, & 
Roka, 2016). The implications of these findings include the need for policy promoting maternal 
health education to decrease the contribution of delay one to maternal death and the need for 
policy that ensures hospital preparedness for emergency obstetric care to decrease the 
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contribution of delay three on maternal death. The need for policy on hospital preparedness for 
emergency obstetric care is evident because the direct causes of death in Central Kenya were 
hemorrhage at 40%, pre-eclampsia/eclampsia at 12%, abortion at 3%, amniotic embolism at 3%, 
and disseminated intravascular coagulation at 3% (Muchemi, Gichogo, Mungai, & Roka, 2016).    
Another study, focused on the Uasin Gishu District in the Western Region of Kenya, 
delved into factors determining delay at each of the three levels (Mwaliko, 2009). Findings 
included factors influencing the first delay were perceptions on health facility quality of care, 
perceived accessibility to health care, socioeconomic status, and cultural influences. Women 
with previously poor experiences in a health facility were more likely to seek out traditional 
birth attendants. Cultural influences contributing to the first delay included early marriages, 
female genital cutting, and gender inequality. Early pregnancy before the body has fully 
matured and female genital mutilation both increase the risk of maternal mortality (Mwaliko, 
2009). The additional complications related to early pregnancy and female genital mutilation 
also add risk to the failure of recognition of warning signs. Gender imbalance promotes an 
inability to autonomously make decisions to seek out care because of the lack of finances 
available for women in the household as compared to men. Low socioeconomic status and poor 
education further engender a dependency on men and a lack of independence in seeking out 
maternal health care due to a lack of money and knowledge. Implications of these findings 
include the need for legislation that increases the legal age of marriage from 16 years of age to 
18 years of age and for legislation that implements compulsory education for women through 
secondary school instead of just through primary school. Legislative reformation in both these 
respective avenues would be instrumental in empowering women and decreasing factors 
contributing to delay one (Mwaliko, 2009).  
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The study conducted within the Western Region of Kenya, additionally revealed 
findings on factors influencing the second delay and the third delay on maternal mortality. 
Factors influencing the second delay on maternal mortality included the distance it takes to 
reach a health delivery center, the availability of organized transport in rural areas, and the costs 
of travel including transport costs and food for the patient. The geographical distance from a 
health facility is determined by the location of services, the general terrain of the landscape, the 
road or travel infrastructure, and the weather conditions, based on the rainy or dry season, in 
Kenya. Disincentives to accessing care, which increase the second delay on maternal mortality, 
include the statistics that 84% of the population lives 5 kilometers or more from an asphalt road 
which can be a long walk for pregnant women and that only 50% of the population in Uasin 
Gishu are within one hour of walking distance from a health facility (Mwaliko, 2009). The lack 
of organized transport in rural areas is additionally an area of grave concern because many 
Kenyans who live in rural settings do not own their own vehicle. Cost of travel and medical 
costs was another major reason Kenyans delayed in traveling to seek medical care. For women 
with a complicated delivery, the out of pocket cost at public facilities in Kenya were estimated 
at 35% of the average monthly income for the majority of Kenyans (Mwaliko, 2009).  
Furthermore, nearly 50% of Kenyans are living on less than one USD per day and public 
health facilities charge twenty to thirty USD per day for a bed (Mwaliko, 2009). These factors 
increase the percentage of women who opt to deliver in a setting other than a health facility. 
Inferences from these factors include the need for policy to develop organized transport 
infrastructure in rural settings in Kenya, the need for policy increasing training of midwives and 
SAO’s who are incentivized to work in rural settings, and the development of a community loan 
fund system to help address costs. Findings for factors influencing delay three included 
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availability of health facilities, availability of human resources, availability of clinical 
guidelines, competency of district government, and effective coverage of maternal health 
services. Policies therefore are needed in seeking to address promoting increased availability in 
each of these respective areas related to health coverage that affect delay three on maternal 
mortality. Potential policies could include, but are not limited to, a restructuring of the 
distribution of resources towards rural areas and a priority in the further development of rural 
district government health facilities (Mwaliko, 2009).  
 
Kenyan Healthcare Crisis 
 
As of 2014, Kenya has a SAO provider density of 1.93 per 100,000 population, which 
has a ranking of 133 out of the world’s 164 countries (The Lancet Commission on Global 
Surgery, 2015). The depleted surgical workforce in Kenya was further amplified in December 
2016, when a 100-day national physician’s strike began. Kenyan nurses went on strike shortly 
afterward due to concerns over low compensation and poor working conditions in public 
hospitals. These national health workers agreed to a collective bargaining agreement (CBO) for 
their payment and working conditions, which led to the end of this national health worker strike. 
Yet 6 months later, the CBO had yet to be approved by all government departments. Due to the 
lack of action from the Kenyan government, the national nurses’ union resumed strike and more 
than 27,000 nurses did not go to work up until November 2017 (The Lancet, 2017). 
Subsequently, this has led to a disparate lack of essential surgical and healthcare services. 
Patients have been forced to seek care from private facilities or from faith-based hospitals. 
Without public hospital SAO physicians working, patient overcrowding and increased delay in 
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access to healthcare services at private and faith-based hospitals has increased. The concern is 
that in a country, which already had a lack of SAO providers, what will be the impact from the 
increased shortage of healthcare workers due to the strikes on maternal health outcomes 
including maternal mortality (The Lancet, 2017).  
 
 
Policy Implications 
 
Based on the literature review conducted in this paper, it is clear that substantial 
problems occur when there is not a healthcare system adequately prepared to combat each of 
these levels of delay on maternal mortality. In a healthcare system ill equipped to prevent delay, 
the ramifications of delay, maternal mortality, will continue to be apparent. Furthermore, this 
paper has examined how the current state of the Kenyan healthcare system, in the midst of 
National Health Worker strikes, has augmented factors for delay contributing to maternal 
mortality.   
These findings make evident that there is a high MMR in Kenya and that there is a need 
to seek potential changes in policy that can be implemented to alleviate the burden maternal 
mortality has on the country of Kenya. The goal of this paper is to critically examine the current 
state of the Kenyan healthcare system and assess which policy or lack thereof has contributed to 
the SAO shortage in Kenya and therefore the high prevalence of maternal mortality of 510 
deaths per 100,000 live births as of 2015 (WHO, UNICEF, World Bank Group and the United 
Nations Population Division, 2015).  This assessment will take into account the National Health 
Worker strikes in 2016-2017, as the cause of these strikes is linked to the dire state of the 
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Kenyan healthcare system.  Finally, a leadership stance will be taken in concordance with the 
recommended reformed policy proposals and recommended leadership actions will be given to 
the GOK. 
 
Policy Recommendations 
 
 The proposed policy recommendations include the formation of body within the Kenyan 
government, separate from the MOH that is solely focused on combatting delays on maternal 
mortality through restructuring of the health delivery system. These recommendations pull from 
the proposals proposed by the Health Rights Advocacy Forum but add further recommendation 
and methods of implementing these proposals that have yet to be successfully implemented in 
practice (HERAF, 2012).  The proposed policy recommendations would additionally include an 
alliance between the proposed body within the GOK that would allow for the consultation of 
international lawmakers to give guidance as well. The primary goal of this partnership would be 
to create an efficient management system solely focused on the creation and implementation of 
policy that would ensure the health delivery system in Kenya compensates qualified SAO 
personnel as well as ensures adequate supply of pharmaceuticals and equipment. This body 
within the GOK would take serious the claims of the health workers union which included 
complaints about poor staff training, inadequately supplied and maintained health facilities, lack 
of SAO worker compensation, unjust remuneration of health workers, and reform in 
management of public health institutions that would ensure doctors could be in management 
positions in order to take part in implementing policy changes (HERAF, 2012). 
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This policy, primarily ensuring the creation of such a government body, is necessary 
because its focus would be on developing technical and operational policy that ensured health 
system delivery. Separately, the MOH would continue to focus on developing overarching 
health guidelines, standards, and regulations as its primary focus. Much of the policy already 
created within the Kenyan health system lacked the necessary technical and operational policy 
to ensure the initial MOH general policies were fully implemented. This new government body 
would have the responsibility to partner with international policymakers to formulate innovative 
policy on the recruitment, retention, and proposals of competitive salaries for competent staff in 
the health sector. Furthermore, this new government body would lead the analysis on projected 
training needs of SAO’s and lead in the policy development for proposing innovative strategies 
for public hospital resource allocation and long-term maintenance of equipment (HERAF, 
2012). 
Policy innovations at the community and primary care facilities are also necessary in 
order to expand the allocation of health resources and health providers in rural locations within 
Kenya where people are the most underserved. These policy innovations will need to include 
increasing funding for underperforming health systems, increasing operational and management 
efficiency, increasing the quality of health services, addressing inequities in the distribution of 
the health workforce for primary and community facilities, and increasing the capacity for 
planning and budgeting. Innovations of policy at the community level could include the 
development of a system for identification and surveillance of pregnant women and the 
development of a birth and emergency preparedness plan in a resource-scarce setting (Esmai, 
Nangami, Tabu, Mwangi, Ayuku, & Were, 2017). Partnerships will need to be made with 
community midwives and community based organizations to collaborate in implementing these 
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policy objectives. The policy innovations at the primary care level facilities should include a 
health care package that ensures training on recognition and management of pregnancy-related 
complications and concurrent illness found in pregnancy within Kenya such as malaria and 
anemia. The facilities will need to include preventive measures such as screening for syphilis, 
HIV infection, and hepatitis B, immunizations of all young infants, gathering hemoglobin 
estimations using Haemocue, and administering iron and folic acid supplementation (Esmai, 
Nangami, Tabu, Mwangi, Ayuku, & Were, 2017). The innovations will need to propose cost-
effective service packages, and competency-based curriculums for degree programs to 
incentivize increased health workers to practice in primary health settings. Additionally, the 
policy will need to focus on a creation of a financing system and ensure standards of 
management and leadership in the county levels (Esmai, Nangami, Tabu, Mwangi, Ayuku, & 
Were, 2017).  
Yet these policy recommendations would also include continued support of the MOH 
Kenya Health Policy 2014-2030. Without continual reference to and communication with the 
MOH, any such efforts to initiate operational supporting policy from another government body 
and further focus on policy innovation at the primary care level will be essentially ineffective. 
The principles of the MOH Kenya Health Policy 2014-2030 would also have to be followed in 
all policies seeking to increase the effectiveness of implementation of these guiding MOH 
policies. The policy principles outlined in the Kenya Health Policy 2014-2030 include the 
equity in the distribution of health services, the person-centered approach in all health 
interventions, the participatory approach in delivery of health interventions, the multisectoral 
approach in realizing health goals, the efficiency in the application of health technologies, and 
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the priority of social accountability in all health-related matters conducted by the Kenyan 
government (Kenya Ministry of Health, 2014).  
The policy recommendations within this paper would seek to support the implementation 
of policy objectives four through six within the MOH Kenya Health Policy 2014-2030 (Kenya 
Ministry of Health, 2014).  Policy objective four, as it related to maternal mortality, is to 
provide essential health care through ensuring access to emergency care, ensuring access to 
comprehensive maternal, neonatal, and reproductive services, and strengthening the National 
referral system for primary, secondary, and tertiary care in order to reduce delays. Policy 
objective five focuses on minimizing exposure to health risk factors through promoting the 
strengthening of mechanisms for the screening and management of conditions arising for health-
risk factors at all levels and through prioritizing national research agendas. Policy objective six 
hones in on strengthening collaboration with private and other sectors that have an impact on 
health (Kenya Ministry of Health, 2014). The goal is to continue to increase PPP policy 
frameworks as well as work with the private sector to reform incentive mechanisms that will 
attract registered physicians to work in underserved and rural areas in Kenya. Each of the policy 
recommendations within this paper will work within these policy principles and will work as 
supporting policy recommendations to the MOH Kenya Health Policy 2014-2030 objectives 
four through six (Kenya Ministry of Health, 2014).  
 
Limitations in Policy Recommendations 
 
Limitations of these policy recommendations include the time period in which these 
recommendations were proposed. These recommendations have been proposed directly after 
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two health worker strikes between 2016-2017. Although the strikes further convoke the need for 
health policy reform within the Kenyan health system, the full ramifications of the strikes on the 
Kenyan health system have not been revealed in any current literature due to how recent these 
strikes occurred. The future ramifications may shift the policy needs towards certain priorities 
over others that are highlighted in this paper. Additionally, the literature review on the Kenyan 
health system, the delays on maternal mortality, and the formation of policy recommendations 
was gathered from secondary sources. The lack of primary sources leads to decreased ability to 
control how data was collected and interpreted in the sources for this paper. Thus it is not 
possible to assess the degree of biased information in these data and to ensure all components of 
the targeted issues are addressed. This limitation may apply to all articles within the literature 
review that used secondary data.  
Limitations also include the assumption that the MOH would be willing to work with 
another government body in the health sector and that the Kenyan government would follow 
through in increasing funding to the recommended 15% of the annual budget from the Abuja 
Declaration (World Health Organization, 2010). The increased funding allocation is necessary 
for the government to have realistic improvements in policies proposed in the health system by 
the MOH and policies targeted towards health service delivery within this paper. Without this 
funding, many of the recent MOH policy proposals and the proposals within this paper will be 
difficult to implement unless the foreign partnership includes international aid.  
 
     Discussion 
 
 For improvement to occur the Kenyan government can benefit from lessons of other 
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developing countries in addressing maternal mortality and must be willing to perform actions of 
change rather than stay stagnant. A lack of resources can be a barrier to improvement but it is 
not an obstacle that fully stifles an effective public health leader. Public health leaders in Kenya 
must continue to pursue increased effectiveness in the implementation of the MOH policies and 
the recommended policies such as those presented in this paper by utilizing innovative, cost-
effective, and evidence-based approaches. These leaders must be cognizant of the reality that 
efforts to improve maternal health must be closely linked to efforts to reduce poverty and 
malnutrition; and improve access to education, gender equity, gender empowerment, and access 
to basic sanitation as well as safe drinking water. Leaders focused on collaboration will 
ultimately be able to reach the goals they aspire to achieve. One such approach was practiced 
within resource-scarce indigenous communities in La Paz, Bolivia, where the health policy 
intervention focused on implementing reproductive health education and empowerment 
programs for both men and women (United Nations, 2010). An integrated approach was used to 
train community health workers to provide these services and maternal mortality fell by 75%. 
Innovative leadership is needed at the national level within the parliament and at the local 
government level as well (United Nations, 2010).   
Also relevant for Kenya’s leaders is the example of Rwanda’s health leaders who 
included women-centered actions in their policy plans and introduced gender budgeting (United 
Nations, 2010). In Rwanda at the local level there was an outcome-focused leadership where 
community members would conduct investigation into the cause of each death of a women from 
a pregnancy-related cause in order to better monitor the crisis but additionally develop health 
systems with health workers who can better combat these causes. Kenya needs national 
leadership and ownership of poor maternal health outcomes that have plagued the country for so 
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long. National leaders need to utilize policy and intervention strategies that have successfully 
worked in countries with similar settings and health outcomes. There needs to be a focus on 
monitoring and evaluating the interventions to ensure that services reach the target communities, 
that funds are used in a transparent manner, and that communities participate in the delivery of 
the intervention (United Nations, 2010).  
Furthermore, Kenyan government leaders must recognize that the sustainability of the 
their health system is linked with public health finance (Honore & Amy, 2007). This not only 
includes the overall government budget allocation towards the health sector but additionally the 
efficient management of finances at every level within the health system. Political leadership in 
health finance includes mandating measures for financial transparency and implementing the 
Institute of Medicine’s recommendations for a national assessment of funding within the health 
system. Kenyan leaders need to prioritize research on identifying existing funding gaps and 
need to develop financial performance indicators to ensure that improvement is truly being 
made within this sector. Without a focus on public health finance, the needed changes in the 
health system and health system delivery sectors will be largely unattainable (Honore & Amy, 
2007).  
 
Conclusion 
 
 This paper assessed factors associated with increased maternal mortality in Kenya, and 
included the well-documented “ Four Levels of Delay” (Rogo, Oucho, & Mwalali, 2006).  It 
explored the policy needs of Kenya’s healthcare system recently plagued by national health 
worker strikes in order to better understand and decrease these factors for delay. Subsequently, 
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policy recommendations were identified to potentially remedy this crisis. These 
recommendations included a focus on developing a government body solely focused on health 
care delivery policy as well as policy targeted at supporting the Kenyan MOH 2014-2030 Policy 
and an innovative policy in restructuring resources towards primary care facilities. Finally, a 
leadership stance was proposed for Kenyan national leaders. This stance included the 
recommendations for leaders to embrace learning from other developing countries approaches, 
to collaborate with private and community sectors as well, and to prioritize promoting allocation 
of resources towards public health finance including how best seek improvements in this area. 
Overall, this paper contributed to the literature in assessing the current state of the Kenyan 
healthcare system and proposed needed policy and leadership recommendations as a means to 
address the issue of various delays on maternal mortality in Kenya.  
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